2008 )-is no longer an abstract concept; rather, it is a tangible objective and imperative. Noticeably, however, these demands and expectations have put the professional case manager in the spotlight not only as the interdisciplinary health care team members responsible for care management and care coordination activities, but also to undertake quality measurement and evaluation of the systems of care delivery and their impact on the patient. To that end, new care models such as accountable care organizations and patient-centered medical homes put the onus on interdisciplinary teams working together to ensure achievement of desirable outcomes: safe, quality, cost-effective, and affordable care. As a key team member, the professional case manager is uniquely prepared to impact the experience of both the patient and the health care organization in the systems of health and human service delivery. The case manager is often responsible for the measurement and evaluation of the outcomes achieved by the team of physicians, nurses, and other clinicians against specifi c goals such as reduced utilization of scarce and costly resources and improved safety and quality of care.
The ability of the case manager to fulfi ll these demands underscores the importance of acquired credentials: educational background, certifi cation, and experience. Competency in essential activities (i.e., the day-to-day activities case managers engage in when providing care for patients or "clients" as they are also known in some practice settings) and knowledge areas (i.e., what case managers must know and skills they must demonstrate to competently and effectively perform these day-to-day activities) provide assurance to the various health care stakeholders, especially the consumers of care, that case managers are well qualifi ed for their roles. One widely accepted approach to demonstrating competency is through certifi cation. While many health care stakeholders, including case management practitioners themselves, may equate certifi cation with credentialing, one should not lose sight of the development of the certifi cation examination and the process that keeps it meaningful and relevant to current practice. This process is rooted in rigorous, scientifi cally valid fi eld research referred to as practice analysis or roles and functions study. The Commission for Case Manager Certifi cation (CCMC), which offers the Certifi ed Case Manager (CCM) credential, conducts a role and function study on a regular and ongoing basis to ensure that the CCM certifi cation process and the content of the certifi cation examination remain relevant to practice, recognizing the increasing needs of patients across the health care continuum and the expanding dimensions of the transdisciplinary health care team.
This article, the fi rst of a two-part series on a national role and function study, details the importance of such a study for the fi eld of case management, the conduct and scientifi c rigor of the practice analysis by surveying thousands of practicing case managers, and the evaluation of relevance of essential activities and knowledge areas to current practice. What emerges is a detailed "portrait" of the state of case management practice today-the typical practice of a case manager, years of experience, professional background, work setting, and more. Part 2, to be published in the January-February 2016 issue of this journal, examines the fi ndings of the role and function study as an evidence base that informs the structure and design of the CCM certifi cation examination.
The CCMC-established in 1992, making it the fi rst and largest nationally accredited organization that certifi es case managers-conducts a national role and function study every 5 years. Assuring that the CCM examination is empirically based is one factor that allows the CCMC to maintain its accreditation by the National Commission for Certifying Agencies (NCCA), specifi cally by meeting NCCA's research standard (Standard 7) that requires certifi cation examinations to be evidence-based and updated regularly due to changes in practice. The NCCA was established by the National Organization for Competency Assurance, now known as the Institute for Credentialing Excellence. Role and function studies in credentialing are typically used to generate a specifi cation or blueprint for certifi cation examinations. However, there are other benefi ts for these studies: they offer guidance for certifi cation eligibility criteria; professional development guidelines; training and educational curricula, courseware, and materials; competency development or competency models; and creation of a body of knowledge in the related area of practice.
For the health care practitioner, the rigor of the certifi cation process and CCMC's 20-year history of conducting role and function studies is of vital professional importance. Because it is backed by a scientifi c, evidence-based study of real-world professional practice, the CCM credential is increasingly recognized in the fi eld, including by a growing percentage of case management employers who require certification as a condition of employment. Thus, attainment of the CCM attests that the credential holders
THE ROLE AND FUNCTION STUDY
To fulfi ll organizational objectives and maintain adherence to testing and measurement standards, the CCMC collaborated with International Credentialing Associates in 2014 to perform its national role and function study of the case management profession. This type of study seeks to understand the current practice of case management at the micro level and directly from the fi eld where case managers practice. A role and function study is sometimes referred to as a practice analysis, job analysis, task analysis, role delineation, or functional analysis. Regardless of the nomenclature utilized, this research method refers to the investigation of a certain profession, or a work position within a profession (e.g., case manager), to obtain descriptive information about the responsibilities (e.g., activities, tasks, and behaviors) of the position and the competencies (e.g., knowledge, skills, and abilities) needed to be effective in the position.
As with prior role and function studies (1994, 1999, 2004, and 2009 ), the most recent study conducted in 2014 used the practice analysis survey method to describe case management practice in diverse settings and from the perspective of various professional disciplines. The practice analysis research method was used to analyze case management practice and delineate both (1) the roles and functions of the case manager and (2) the related and necessary knowledge areas. This method is appropriate because it applies procedures that are designed to obtain descriptive information about tasks performed by case managers and the important knowledge and skills needed to adequately perform those tasks .
The 5-year research cycle is purposeful and necessary to allow changes in the fi eld to evolve and become routine practice expectations. Certifi cation examinations are then built on the basis of generally common rather than unique or exceptional practices. (More details about the design, method, and procedures unique to practice analysis are published elsewhere; Tahan and Campagna, 2010 .) The practice analysis involves a multimethod approach consisting of individual and group meetings with subject-matter experts, survey instrument development, and data collection from a large number of practicing case managers using the role and function survey instrument developed for the purpose of this national practice analysis. As a scientifi c approach, the survey instrument, national data collection methods, and data analysis procedures in the role and function study addressed three main research questions (identical with prior years): Researchers typically conduct a role and function study in four phases. The fi rst is to determine a description of the profession of interest: case management. Using current literature and past similar study instruments about the role of the case manager, researchers draft an initial list of essential activities and knowledge areas, as well as a set of questions to ascertain the background and demographic characteristics of those participating in the study. Second, the draft description is refi ned through input from groups of practitioners known as subject-matter experts, composed of case managers from a range of professional backgrounds, practice settings, and geographic regions in the United States. This team of experts is selected to resemble the professionals involved in the practice.
Third, a pilot study is conducted to evaluate the relevance, currency, and completeness of the survey instrument prior to nationwide data collection. This phase focuses on gathering the input and feedback of a small sample of case managers about the survey. Researchers then modify the survey on the basis of the information obtained and deem it fi nal and ready for wide use. Fourth, the fi nal instrument is used for national data collection employing a large sample of practicing case managers. The purpose of this phase is to obtain a practical description of the role of case managers, with particular emphasis on the important activities and knowledge areas the certifi cation examination should focus on. Survey participants evaluate each element of the description with specifi c rating scales. Results produce a picture of current professional practice.
Preparation for the role and function study began with a kick-off planning meeting held in February 2014 with key stakeholders including the researchers and CCMC representatives. They agreed on the goals of the study, project roles, logistics, requirements for subject-matter experts, distribution plan for the survey data collection, and the project schedule. The researchers obtained CCMC's existing CCM test specifi cations and past role and function study reports to use in drafting the delineation of essential activities and knowledge domains. In conjunction with this task, researchers conducted a select literature review of relevant published works and publically available job descriptions for case managers. They gathered and summarized the literature and used the fi ndings to revise and add to the existing delineation (the draft survey instrument). Subject-matter experts were then appointed to serve on the role and function study task force. Appointments were made to ensure relevant diversity, including practice settings, years holding the CCM certifi cation, non-certifi ed case managers, practicing case managers, work settings, practice specialization, professional backgrounds, and geographic location. The subject-matter experts consisted of case managers with nursing, social work, vocational rehabilitation, disability management, professional counseling, or workers' compensation backgrounds. They came from various geographic locations across the United States, and worked in settings across the continuum of health and human services delivery (e.g., preacute, acute, and postacute), health insurance plans, workers' compensation, and private/ independent practice. An in-person 2-day task force meeting of the subject-matter experts was held in April 2014 to review and revise the initial draft of essential activities and knowledge statements associated with case management practice. Working as a group and drawing upon their diverse expertise and experiences, the task force established a clear meaning and useful structure of the domains of case management practice and knowledge , discussed the importance and criticality of the essential activities and knowledge areas , and ensured that each essential activity and knowledge statement was accurately delineated, simple, clear, and concise, and that there were no redundancies across statements.
The revised essential activities and knowledge statements were used to construct the role and function study instrument. After further review and editing of the draft survey, a group of case management professionals who were not yet involved in the role and function study process reviewed the survey independently, as a pilot test, to provide further assurance that no activity or knowledge statements were omitted, redundant, unnecessary, and/ or unclear.
The researchers compiled the results and comments from the pilot survey review and examined them for any issues that would impede or invalidate data analysis for the full survey; no such issues were identifi ed. A follow-up subject-matter experts meeting was held via a web conference, during which participants reviewed the fi ndings and recommendations of the pilot test. They then incorporated what they considered signifi cant and necessary into the fi nal study instrument.
THE 2014 CASE MANAGER'S ROLE AND FUNCTION STUDY INSTRUMENT
Similar to the CCMC's past survey instruments, the fi nal case manager role and function survey instrument used in the 2014 study contained fi ve sections as described later. The instrument consisted of theoretical domains, applying those that were used in the 2009 survey.
• Survey participants were asked to rate each of the essential activity statements using two rating scales that focused on importance and frequency. First, they responded to the question "how important is performance of this essential activity in your current position?" using a 5-point rating scale (rating of 0 = of no importance , 1 = of little importance , 2 = moderately important , 3 = important , and 4 = very important ). They then responded to the second question "on average, how frequently do you perform this essential activity in your current position based on your average day of work?" using a 5-point rating scale (0 = never , 1 = seldom , 2 = occasionally , 3 = often , and 4 = very often ).
• Section 3-Knowledge Areas (94 items) : The knowledge statements were organized across five domains (based on the 2009 survey): ( Note : Essential activity domains differ from those of knowledge and skills. Essential activity statements started with an action verb, while knowledge statements used a noun instead. This was logical and indicated by the organization of the essential activity and knowledge/skills statements.)
• Health care reimbursement • Rehabilitation and vocational concepts and strategies • Psychosocial and support systems
The knowledge statements, similar to essential activity statements, were also rated using two scales: one for importance and one for frequency. Survey participants were asked to answer the question "how important is this knowledge to performance of your job responsibilities in your current position?" using a 5-point scale (0 = of no importance , 1 = of little importance , 2 = moderately important , 3 = important , 4 = very important ). They were also asked to answer the question "on average how frequently do you use this knowledge in your current position based on your average day of work?" using a 5-point scale (0 = never , 1 = seldom , 2 = occasionally , 3 = often , 4 = very often ).
• Section 4-Domain Comprehensiveness & Test Content Recommendations : After survey participants rated each of the essential activities and knowledge statements for a specific content (domain) area, they rated the adequacy of the content, using a 5-point scale (0 = very poorly , 1 = poorly , 2 = adequately , 3 = well , and 4 = very well ). Participants were also asked if any of the essential activities or knowledge statements were missing, and if so to submit additional essential activities or knowledge statements using a designated free text area on the survey. • For each of the five knowledge domains-case management concepts and strategies, health care management and delivery, health care reimbursement, rehabilitation and vocational concepts and strategies, and psychosocial and support systems-participants were asked to suggest how many test questions should be included in each of the domains. Participants answered on the basis of a scenario of 100 questions to make it easier for them to determine the amount per domain. Since certification examinations test knowledge rather than activities, participants were restricted to answer this section for the knowledge domains only.
• Section 5-Other Comments : The survey conclud-
ed with two open-ended questions to elicit further feedback on professional development/continuing education and the changing role of the case manager (responses will be addressed in Part 2).
The case manager's role and function study was launched in late May 2014 via a multipronged communications campaign, with 4 weeks of data collection employing a purposive, nonrandomized sample of case managers. Researchers promoted the survey and invited potential participants via direct e-mails to 52,370 invitees, which included CCM credential holders and other case manager contacts in the CCMC database. Those who were invited to participate included both CCM-certifi ed and noncertifi ed case managers. The survey was also promoted via a press release, newsletter articles, posts on the CCMC's social media channels, and a link on the CCMC website. Reminders were sent out weekly for a total of four times during the month of June, and the survey was closed for data collection on July 1, 2014.
DATA ANALYSIS
Prior to data analysis, the researchers removed any participants' identifying information from the database to ensure their anonymity, confi dentiality, and privacy. The researchers then segmented the analysis into several sections: demographic questions, essential activities, knowledge areas, and comparative analysis of the essential activity and knowledge ratings by subgroups. Descriptive statistics using sample and subgroup size and frequency distributions were calculated for each demographic survey question.
The researchers also employed descriptive statistics in the analysis of the participants' responses to the essential activity and knowledge statements and content coverage ratings. These included frequency distributions, means, and standard deviations.
The researchers reviewed the demographic questions and determined which comparative subgroup analyses could identify signifi cant differences between groups on importance ratings of essential activity and knowledge statements. The proposed subgroups were then reviewed for appropriateness with representatives from the CCMC. This was necessary because survey participants reported more than 35 different job titles and 30 work settings. Combining job titles and work settings on the basis of perceived similarities resulted in a manageable number of subgroups for meaningful analyses. For example, participants who indicated disability specialist, vocational evaluator, rehabilitation counselor, and work adjustment specialist as their job titles were combined into one subgroup. Similarly, those who reported working in a government agency, military treatment facility, or Veterans health administration agency were combined into one subgroup. This resulted in a total of 16 subgroups based on job titles and 15 based on work settings.
Location of practice by state and participants' demographics were additional factors included in the analysis. To make the analysis more manageable and meaningful, categorization by geographical regions of the United States was used instead of by state.
Researchers applied the index of agreement (IOA) test statistic to examine the degree of the similarities or differences that existed among subgroups relevant to their perception of importance ratings on essential activities and knowledge areas.
ROLE AND FUNCTION STUDY RESULTS

Characteristics of the Study Sample
Although 7,723 participants responded to the survey during the 4 weeks of data collection, 7,668 survey responses were deemed appropriate for inclusion in the analyses. The researchers excluded 65 surveys from the analysis: 4 from international regions (the study focused on the United States only) and 61 surveys that were less than 50% complete. Final participation in the 2009 study was 6,909 and the 2004 study consisted of 4,165 participants. Thus, the number of eligible survey responses in the 2014 role and functions study nearly doubled ( + 84%) compared with the 2004 study. In the 2014 study, examination of the demographic data, combined with comparisons with previous studies, demonstrated that the cohort of respondents represented the practice. Furthermore, the 14.64% response rate of the 52,370 potential survey participants approached was deemed suffi cient to generalize the fi ndings with a high degree of confi dence and precision (99% confi dence level and a 1.36 confi dence interval).
Answers to the background and demographic questions (see Table 1 ) revealed that slightly more than half of respondents (53.99%) were care/case managers while 8.66% were managers/supervisors and 5.62% were directors of care/case management. In addition, a third of participants (34.14%) spent 81%-100% of their time on case management activities. The study also revealed a wide range of titles held by professionals in addition to case/care manager: care/case coordinator (5.49%), transitional care nurse (0.56%), utilization reviewer/manager (4.93%), social worker (2.24%), consultant (2.65%), and others.
The most common primary work/practice settings were health insurance (28.94%) and hospitals (22.76%). Workers compensation was another setting for 11.6% of respondents, followed by independent care/case management, 7.3%, and ambulatory/outpatient care, 5.48%. Of special note are emerging case management practice settings such as rehabilitation facilities (almost 2%), Veterans health or other government agencies (3.64%), home care (2.28%), and skilled care facility (1%). It is likely that case management presence in these settings was a result of the Patient Protection and Affordable Care Act of 2010 and value-based purchasing; most likely it will continue to increase.
Nearly half of survey respondents (49.1%) said that their organizations do not require case managers to work on weekends, while more than one-third (37.44%) said that they were required to work weekends, and another 13.46% reported being on-call only on weekends. The rate of working on weekends doubled compared with the 2009 study results (18.66%) and being on call showed an increase by 1.65% over 2009. When combining work on weekends, whether physically present on site or via phone (50.9%), one can conclude that case management practice was no longer a 5-day operation for more than half the respondents.
More than half of survey respondents (53.05%) also said that case managers were not required to work on holidays; while 27.07% said that case managers were required to work on holidays, and 19.87% oncall only for holidays. These results also demonstrate a rising trend compared to the 2009 study fi ndings, which showed 13.87% physically present on site and 14.29% on-call during holidays. Similar to working on weekends, this, too, nearly doubled, further supporting the trend that case management practice is no longer a 5-day operation.
More than half of respondents (58.07%) have performed case management work for more than 10 years. More specifi cally, 21.05% of respondents performed case management work for 11-15 years, 17.29% for 16-20 years, 10.88% for 21-25 years, and 8.85% for more than 25 years. In addition, 22.93% reported practicing case management for 6-10 years. This demonstrates that the case management workforce is experienced. On the contrary, only a small number of case managers are new to the profession, which ultimately may present concerns for fi lling positions upon the retirement of a large portion of case managers (about 20% have been practicing case management for more than 20 years). The ongoing effort by the CCMC to address workforce readiness is a strategic initiative supported by these fi ndings. Professional organizations and associations directly or indirectly involved in case management practice must address the aging workforce if they have not done so yet and be proactive in dealing with the supply versus demand concerns; otherwise, a Grand total 7,668
Note: Copyright, CCMC 2014. Reprinted with permission delay in fi lling vacant case manager positions will be a reality that organizations cannot afford to ignore. While most respondents indicated that certifi cation in case management was not required to practice at their organization, more employers are making certifi cation a requirement, as reported by 40.36% of survey respondents. Five years ago, in the 2009 role and function study, 35.9% of employers required certifi cation. In addition, nearly 30% of survey respondents reported that they received monetary rewards/ compensation from their employers for achieving certifi cation, an increase from 26.7% in 2009. These fi ndings are interesting and demonstrate that certification in case management is becoming increasingly recognized. More employers appear to value boardcertifi ed case managers, not only for their positive impact on the quality of care, but in the economics of health care, as well. This is likely attributable to changes in the regulatory environment and proliferation of the Patient Protection and Affordable Care Act, pay-for-performance, and value-based purchasing models that measure and reward quality and safe outcomes and penalize providers who fail to meet benchmarks for specifi c indicators such as readmission rates ( CCMC, 2015 ) .
Consistent with prior role and function study fi ndings, the most commonly reported professional background for case managers is nursing (88.78%). However, the fi eld is professionally diverse with 5.84% of respondents identifying themselves as social workers, 2.27% vocational rehabilitation specialists, and 1.13% professional counselors. Most of the participants in the study (89%) hold the CCM credential; however, 11% do not, which also refl ects the CCMC's efforts to include certifi ed and noncertifi ed professionals in the practice analysis. Among those who reported being CCM credentialed, about one third (32.47%) received the credential after 2010. An additional 21.12% were certifi ed between 2000 and 2005, and 23.55% between 2005 and 2010; 22.86% were certifi ed prior to 2000. Asked to identify all the other credentials currently held, 28.43% of the participants reported to hold the care manager, certifi ed (CMC), 19.9% were registered nurse case manager (RN-CM), 11.5% registered nurse, board-certifi ed (RN-BC), 2.35% certifi ed rehabilitation registered nurse, 2.16% certifi ed disability management specialist, 1.81% certifi ed rehabilitation counselor, 1.33% accredited case manager, and 15% do not hold any additional certifi cations or are not certifi ed at all. These various certifi cations, in addition to the CCM (89% of study participants), demonstrate that the case management workforce possess a wide range of qualifi cations.
Among those surveyed, 70.3% held a bachelor's degree or higher (44.4% bachelor's degree, 24.8% master's degree, and 1.1% doctorate), a 5-percentage point gain from 2009. In addition, 20.7% held associate degrees and 9.0% a nursing diploma. Compared with the 2009 survey, those who hold nursing diploma went down by 3.4 percentage points, while those who hold a master's or doctorate degree increased by 4.61 and 0.39 percentage points, respectively; those holding a bachelor's degree remained about the same. This is another characteristic of the rising qualifi cations for those who assume case management roles today.
Nearly half of the respondents (46.91%) were between the ages of 51 and 60 years, with the largest age group being 56-60 years (24.69%). Another 14.3% were aged 61-65 years, and 4.7% were over 65 years; while 13.74% were 46-50 years, 10.27% were 41-45 years, and 10% were 40 years of age or younger. These statistics reveal two important insights. First, case management is not an entry-level role; rather, it is a specialty or advanced practice. Those who become case managers have had a number of years in prior roles, such as nursing, social work, or vocational rehabilitation. With 43.7% of respondents older than 55 years and 19% older than 65 years, it raises a concern especially when training for case managers is primarily identifi ed as being on the job. The profession needs to act quickly and strategically to address the impact of a large number of case managers retiring and a lack of qualifi ed replacements ( CCMC, 2015 ) .
The vast majority (95.2%) were female and 80% were white (non-Hispanic). Other ethnic groups included black or African-American, 8.5%, Hispanic or Latino, 3.2%, Asian, 2.8%, Native American or Alaska Native, 0.54%, and native Hawaiian or pacifi c islander, 0.2% (nearly 3.0% preferred not to answer this question). Geographically, the largest percentages of study participants practiced in states in the southern United States, with Texas at 8.4% and Florida at 6.5%. In addition, New York accounted for 7.1% of participants; California at 5.7%, Pennsylvania at 5.5%, North Carolina at 4.8%, and Ohio at 4.7%. Representation of participants in this study refl ected the population density of the various states and regions; the larger the population in an area, the higher the percentage of study participants from that 
Essential Activities and Knowledge Areas
The data analysis consisted primarily of descriptive statistics: mean, frequencies, and standard deviations. Results reported by CCMs and non-CCMs were combined because of the strength of agreement between the two groups in terms of their ratings of activities and knowledge. To determine the appropriateness of combining responses of the two groups, researchers used the IOA test ( Tabachnick & Fidel, 2001 ; Tahan & Campagna, 2010 (2014) study applied criterion for interpreting the mean importance ratings based on the 5-point rating scale. This criterion would ensure that only validated essential activities and knowledge statements were used to answer the three research questions (as stated earlier: what are the essential activities/domains of practice of case managers; what are the knowledge areas necessary for effective case management practice, and is there a need to revise the blueprint of the CCM certifi cation examination?). The cut point value for accepting or rejecting a statement was set at 2.50, which is the mid-point between moderately important and important . This criterion was consistent with the past studies. Detailed results are shown in Tables 2  and 3 .
Among the essential activity domains, all 14 statements within "case fi nding and intake" were given an importance rating of 2.5 or higher, as were all 48 statements of "provision of case management services" and all 18 statements of "psychosocial and economic issues." Within "utilization management activities," 12 out of 15 statements received the requisite importance rating of 2.5, as did 13 out of 17 "outcomes evaluation and case closure" statements. However, only one out of 13 statements in "vocational rehabilitation services" received an importance rating of 2.5 or higher, while fi ve statements achieved a rating higher than 2 (moderate importance) but less than 2.5. These fi ndings are consistent with the 2009 role and function study with regard to essential activities domains associated with vocational rehabilitation. This observation may be refl ective of case managers not spending much of their time on vocational and rehabilitation activities, and that such care may be necessary only for a small percentage of the patient population generally served by case managers. In addition, only 1.08% of participants indicated having a rehabilitation-related job title; 1.9% work in a rehabilitation-type setting, and 2.9% have a rehabilitation-related professional background.
Among the knowledge domains, 32 out of 35 statements in "case management concepts and strategies" were given an importance rating of 2.5 or greater, along with 13 out of 20 statements in "healthcare management and delivery," eight out of 11 statements in "health care reimbursement," and all 14 statements in "psychosocial and support systems." Consistent with the fi ndings in vocational and rehabilitation essential activities explained earlier, only one out of 14 statements in "rehabilitation and vocational concepts and strategies" received the requisite importance rating of 2.5, while fi ve statements achieved a rating higher than 2 (moderately important) but below 2.5. The essential activity and knowledge area statements that achieved higher than moderately important ratings were refl ective of the use of assistive devices, assessment for rehabilitation services, need for rehabilitation after an injury or hospitalization due to serious acute health condition, implementation of a rehabilitation plan of care, and need for environmental modifi cations to address barriers. These interventions and services make an important and relevant contribution for all case management practice. Tables 2 and 3 show the mean importance rating of each of the items included in the essential activity and knowledge area domains. The tables also include the percentage of importance ratings of 4 (important) and 5 (very important) combined as well as the percentage of frequency of use ratings of 4 (often) and 5 (very often). These calculations and analyses are necessary for the test specifi cations committee's consideration of which items are accepted as being a common part of case management practice and which are not. Any item with a mean important rating of 2.5 was automatically considered as common case management practice. Those with ratings lower than 2.5 were considered questionable and would require further exploration. Overall, 106 items (84.8%) of the 125 essential activity items demonstrated 2.5 or greater mean importance ratings, and 68 (72.3%) of the 94 knowledge items demonstrated acceptable mean importance ratings. These items demonstrated their importance for competent performance of case managers. 
Analysis of Findings by Participant Subgroups
The researchers analyzed the role and functions study data to determine how similar or different the perceptions of the various participants were relevant to their importance ratings of the essential activities and knowledge areas, using the IOA test statistic. As with prior analyses, if the subgroups' mean importance ratings were above the critical importance value (at or above 2.50), there was agreement that the content is important. If the subgroup ratings were below the critical level ( < 2.50), then the subgroups were in agreement that the content is considered less important. Any differences in mean importance ratings Note . Copyright, CCMC 2014. Printed with permission. F = fail; F1 = delivering case management services; F2 = accessing fi nancial and community resources; F3 = delivering rehabilitation services; F4 = managing utilization of healthcare services; F5 = evaluating and measuring quality and outcomes; F5 = adhering to ethical, legal and practice standards; NA = not included in factor analysis because it was dismissed as unimportant based on the mean importance rating; P = pass. a Sum of improtance ratings of 4 ( important ) and 5 ( very important ). among subgroups indicated that there was disagreement as to whether the content is important. The IOA computed score usually range from 0 to 1, with 1 being perfect agreement and 0 being perfect disagreement. The researchers evaluated the IOA results among the participant subgroups, applying the following criteria:
• Perfect agreement when IOA = 1.00
• High agreement when IOA ≥ 0.80 but < 1.00
• Moderate agreement when IOA < 0.80 and ≥ 0.70
• Disagreement when IOA < 0.70
The IOA ranges for essential activities (see Table 4 ) by participant subgroups were as follows: The IOA analyses showed high agreements among the subgroups for both the essential activities and knowledge areas, except for job titles, practice settings, professional background, years of experience (knowledge-related only), and percentage of time in direct case management. These subgroups demonstrated some varied degrees of agreement and disagreement.
For the essential activities analysis using job title subgroups, when taking the case/care manager as the central job title subgroup and comparing it against the other 15 job title subgroups (see Table 4 ), there was strong agreement of ratings between the care/case manager and disease manager, administrator/director, social worker, health coach, clinical nurse, workers' compensation, transitional care, care/case coordinator, and director subgroups. However, disagreements existed with consultant, admission liaison, disability manager, insurance benefi t manager, case management educator, and quality specialist titles.
Concerning the primary work/practice settings, among the 15 subgroups, all IOAs in the essential activities analyses were higher than 0.75 with the majority IOAs higher than 0.80 except for the liability and disability insurer subgroup, which demonstrated the most disagreements with the rest of the subgroups. The IOAs for liability and disability insurer subgroup compared with the others ranged between 0.12 and 0.32. This subgroup consisted of 99 participants, slightly more than 1% of the total sample. This observation was consistent in knowledge areas in which IOAs for the liability and disability insurer ranged between 0.38 and 0.53 compared with the remaining Printed with permission. F = fail; F1 = care delivery and reimbursement methods; F2 = psychosocial concepts and support systems; F3 = rehabilitation concepts and strategies; F4 = quality and outcomes evaluation and measurement; F5 = ethical, legal and practice standards; NA = not included in factor analysis because it was dismissed as unimportant based on the mean importance rating; P = pass; SSDI = social security disability insurance; SSI = supplemental security income. a Sum of improtance ratings of 4 ( important ) and 5 ( very important ). subgroups that were consistently higher than 0.71, with the majority of the IOAs higher than 0.80. Most of the IOAs in the 0.71-0.79 range were those of the wellness organization subgroup consisting of 36 participants. Upon careful examination of the professional background subgroups, the disagreements were prominent in the subgroup with rehabilitation backgrounds (i.e., physical therapy, disability manager, and vocational rehabilitation). Indexes of agreement ranged between 0.63 and 0.66 for essential activities and between 0.50 and 0.57 for knowledge areas in this subgroup. When compared with the IOAs of the other three subgroups, IOAs of essential activities ranged between 0.91 and 0.97 while those for knowledge areas ranged between 0.89 and 0.90. This was not a surprise, considering that most of the below-acceptable mean importance ratings were in the vocational and rehabilitation domains of activities and knowledge.
TABLE 4 Index of Agreement in Essential Activities Among Various Subgroups (SG)
For percentage of time spent in provision of direct case management services, the subgroup that demonstrated disagreement based on the IOA test was the no (or 0%) direct involvement subgroup. Indices of agreement for essential activities for this group ranged between 0.22 and 0.30, and between 0.46 and 0.61 for the knowledge area. Interestingly, for the knowledge areas, eight IOAs were greater than 0.50, implying a 50-50 agreement/disagreement. This demonstrates that despite the lack of involvement in provision of direct case management services, this subgroup still agreed 50% of the time with the other subgroups on what knowledge areas were important for the practice. Indexes of agreement for the other subgroups ranged between 0.82 and 0.99 for essential activities and 0.83 and 1.00 for knowledge areas demonstrating acceptable to perfect agreement.
Subgroup analyses based on years of experience demonstrated acceptable to perfect IOAs in both the essential activities (0.84-0.99) and knowledge areas (0.67-1.00), except for the subgroup of less than 1 year of experience. This subgroup had an IOA of 0.67 in knowledge areas when compared against the subgroup with 1-2 years of experience.
Comprehensiveness of the Case Manager Role and Function Study Instrument
The researchers asked the study participants to indicate at the end of each of the essential activity and knowledge domain sections of the study instrument how well the statements refl ected important case management practice in the domain's specifi c focus area. Participants used a 5-point rating scale (1 = poorly representative , 5 = very well representative ).
For each essential activity or knowledge domain, at least 98% of the participants rated the content as "adequately," "well," or "very well" in covering the essential activity or knowledge domain area. In addition, the comprehensiveness of the essential activity domains ranged from 4.16 to 4.37 and the knowledge domains from 4.11 to 4.23, both indicating well to very well representation. These favorable results indicated that the construct and content of the study instrument were comprehensive enough and therefore appropriate to describe the case manager's role and function from the perspective of those currently in actual practice.
After rating the content coverage of each essential activity or knowledge domain, the survey participants had the opportunity to write in (free text) any essential activity or knowledge statements that they believed were missing from the delineation. Upon review of these responses by researchers and subjectmatter experts on the test specifi cations committee, it was found that they were either located in other essential activity or knowledge domains already part of the delineation, covered as a subset of another essential activity or knowledge statement, or were deemed unnecessary to include.
CONCLUSION
The role and function study revealed the profi le of a case manager: someone who holds the title care/ case manager (54%), is white (80%), female (95%), over 55 years of age (44%), spends more than 60% of her time in direct case management care provision (51%), works in either a health insurance plan or in a hospital (52%), has worked as a case manager for more than 10 years (58%), is a registered professional nurse (89%), holds a bachelor's degree (44.5%) and the CCM credential (89%), learned the case manager's role on-the-job (89%), and practices in South Atlantic region (22%) or in the State of Texas (15.5%). The study also answered the research questions 1 and 2. It identifi ed what activities and knowledge areas are current and common practice in case management. Part 2 will answer research question 3 and the activity and knowledge domains based on case management practice.
As case management professionals, who may be known by various titles, gain increased visibility and importance they must possess the requisite knowledge and competency in the essential activities of the profession. The 2014 role and function study has identifi ed and evaluated these requirements through a rigorous, scientifi cally based, large national survey and practice analysis. Research fi ndings, as will be discussed in Part 2, are also used to inform the content and composition of the CCM certifi cation examination, based on new essential activities domains and new knowledge domains identifi ed via the 2014 role and function survey and analysis.
